Grant County Public Schools
Motor Screening Form
(Complete if Specific Learning Disability is suspected)

Name: _________________________________________ DOB: __________________ Date:_______________________
School: _________________________________________ Student ID: _________________________________________
Referring teacher: ________________________________ Gender: ______________ Race/Ethnicity: ________________
Directions:
1. The referring teacher will answer questions 1-5 and submit this form to the school psychologist.



	
	Yes
	No
	If no, describe educational impact:

	1. Can the student sit
independently?
	
	
	




	2. Can the student stand independently?
	
	
	




	3. Can the student move independently from place to place in the school environment?
	
	
	




	4. Can the student use tools? (e.g., pencil, scissor, glue stick, spoon, fork)
	
	
	




	5. Can the student lift and carry an object? (e.g., backpack, lunch tray,  book)
	
	
	






FOR OFFICE USE ONLY:
	Passed screening             
	Failed screening           




Teacher Signature:_____________________________________________
School Psychologist Signature: ___________________________________________
Date: ________________________________________________________
